After one has completed two decades of specialty work in medicine it is a salutary and humbling experience to glance back at the notes that one has made on the way. Three years ago an analysis of the author's office files revealed that there had aecumulated the cross-indexed records, more or less complete, of 10,000 eases (plus a few hundred) in ~0 years of private practice as a neurosurgeon. Roughly one-tenth of these cases, 1,000 patients, were listed as "Brain Tumor" (Table 1) .
Diagnoses were attached to the reeord and filed, usually within 1, and seldom more than ~ weeks, after the first examination. There is no need to specify any operational definition of "Brain Tumor Verified," "Brain Tumor Unverified" or "Brain Tumor Suspect." "Epilepsy" applies to patients with seizures in whom one suspects some cause other than brain tumor for reason of age, long history, or because of the nature of the attacks.
Some patients with a sole complaint of headache, who are sent to a neurosurgeon, do not present a remote suggestion of brain tumor in their story or on neurological examination. These are the cases of postural fatigue, anxiety tension states, headaches from arterial hypertension, cerebrospinal hypotension, etc. They are not added to the files of the "Brain Tumor Suspect" and are recorded as plain "Headache." Others come with headache of a more ominous type--sharp, frightening pains, deep aches that persist and worsen, early morning headaches, etc. These cases, even with a negative neurological examination, are listed "Brain Tumor Suspect." Total 558 "Brain Tumor Suspect" is an artificial category. It will be differently employed according to the type of one's medical practice. Every patient who is eventually treated for brain tumor must have been a suspected case for some doctor at some time. All of the patients whose records are reviewed in this report (Table ~) were referred for examination by a non-neurosurgical colleague. He usually had not hazarded any diagnosis, but thought that the total situation justified investigation by a neurosurgeon. The responsibility for establishing a satisfactory final diagnosis is the principal reason for the tag "Brain Tumor Suspect," or so it has been somewhat loosely accepted by the author over the years. If the principal reason for referring such a patient to a neurosurgeon is to establish or to rule out the diagnosis of tumor, what happens when neither can be accomplished? Who becomes responsible for ensuring that the problem will be pursued--the patient, his relatives, the neurosurgeon, or the referring doctor?
The 90 patients with whom all contact was lost is a disconcerting group to consider. It might seem incredible that almost 1 in 6 of patients who had such a potentially serious diagnosis could drop out of sight. However, many of them are presumed to have rightfully returned to the referring doctor--e.g. to a general practitioner or internist for management of arterial hypertension, obesity, cerebral arteriosclerosis, etc., or to an ophthalmologist for further observation of ocular imbalance, hemianopia, optic atrophy,
